A modified Heller's operation is the surgical treatment of choice for oesophageal achalasia. Oesophageal reflux (with or without hernia) has been reported as an infrequent complication of this operation. However, acute diaphragmatic hernia after Heller's operation is a rare complication. Routine anatomical restoration of the hiatus upon completion of the oesophagomyotomy will further reduce its occurrence. Once the diagnosis has been made, surgery is indicated to prevent additional complications.
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Case report
A 60-year-old woman was operated on for achalasia of 10 years' duration. Routine transthoracic oesophagomyotomy was performed. The oesophageal muscle was divided longitudinally for 7 cm, the lower end of the incision extending 1 cm into the cardia. Minimal division of the oesophageal hiatus was performed, which did not necessitate further repair. A nasogastric tube and a thoracic drainage tube were installed. The postoperative course in the first 48 hours was uneventful and the chest radiograph was satisfactory. The thoracic and nasogastric tubes were withdrawn. A few hours later, the patient complained of epigastric fullness and pain, accompanied by mild respiratory distress. A nasogastric tube was reinserted and a large amount of air was evacuated from the stomach. These symptoms recurred 24 hours later when the nasogastric tube was again removed. At this stage great difficulty was encountered in the insertion of the nasogastric tube. Chest radiographs revealed an elevated left diaphragm and dilatation of the stomach. Barium swallow demonstrated diaphragmatic herniation and torsion of the stomach (figure). The patient was reoperated on through an abdominal incision. A paraoesophageal hernia through the oesophageal hiatus was discovered, the spleen and half of the stomach having herniated into the chest cavity. oped, the cardio-oesophageal junction remaining below the diaphragm (figure). A possible mechanism which could explain the herniation is transient vagal trauma during the myotomy leading to delayed gastric emptying and thence gastric dilatation. The dilated stomach herniated through the oesophageal hiatus which was probably partially disrupted at the time of operation. This supports Frobese's3 advice for a routine anatomical restoration of the hiatus upon completion of the oesophagomyotomy. Once the diagnosis has been made, operation is indicated in order to avoid gastric torsion with possible gastric necrosis,2 or oesophageal perforation from acute obstruction at the cardioesophageal junction and increased pressure on the unsupported oesophageal mucosa at the myotomy site.' operation. 
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